Intraorbital foreign bodies are one of the commonly encountered orbital problems. They may be sight threatening due to the severity of injury or its complications and even life threatening if not managed appropriately. We present a case of a 24-year old female with history of fall injury from a tree with an impacted intraorbital wooden foreign body. The patient was treated with prophylactic intravenous antibiotics and prompt removal of the foreign body was done under general anaesthesia in the operation theatre. The post operative visual recovery was excellent with signifi cant improvement of ocular motility and limited improvement of ptosis. Hence even organic foreign bodies can have good prognosis with timely intervention.
INTRODUCTION

P
enetrating orbital injuries are usually results of high velocity injury such as gunshot or industrial injuries 1, 2 . However, in a country like Nepal, wooden foreign bodies following low velocity injury is quite common. Organic foreign bodies like wood are notorious for causing cellulitis and abscesses which may further spread to cause central nervous system infections. Hence timely removal of such foreign bodies in a controlled environment like an operation theatre after radiological investigation is benefi cial. Here we report a case of an orbital wooden foreign body that was managed in a tertiary level eye hospital in Nepal.
CASE REPORT
We report a case of 24 year old female from a remote village in Nepal with accidental entry of a piece of wood into the right orbit. The patient fell from a tree from a height of about six metres following which she had pain in the right eye along with inability to open the right eye. There was no history of seizures or vomiting. Two days later, on the 10 th of December, 2012 she presented to our hospital with the orbital foreign body. When we examined the patient, there was a wooden piece impacted fi rmly in the right orbit through an entry Vol. On the fi rst postoperative day the visual acuity was 6/24 in the right eye. The wound site was healthy. There was complete ptosis of the right upper lid and extraocular motility was restricted in all gazes. There was chemosis of conjunctiva. Cornea and anterior chamber examination was unremarkable. The pupillary reaction and fundus examination were normal. The patient was managed with intravenous antibiotics and topical antibiotic steroid drops. The patient was monitored in the eye ward for signs of infections and surgical complications.
On the third post-operative day the drain was removed as there was minimal serosanguinous discharge. The lid swelling was gradually decreasing and the wound site remained healthy. On the tenth postoperative day the patient was discharged from the eye ward on oral antibiotics. At the time the lid swelling had subsided but there was complete ptosis. The scar was healthy. The extraocular motility was still restricted but the visual acuity had improved to 6/18.
At one month follow up, the visual acuity had improved to 6/6 unaided in both the eyes. The entry wound was visible as a scar that was partially obscured by the eyebrow. The ptosis had improved slightly and the levator action was two mm. There was some amount of extraocular movement visible. Rest of the ocular examination was normal. After that the patient lost to follow up.
DISCUSSION
The quadrilateral pyramidal shape of the orbit directs foreign bodies either towards the roof of the orbit resulting in frontal lobe injury as when one falls from above or towards the superior orbital fi ssure as in low velocity injuries 3 . Wooden foreign bodies that have a sharp edge can penetrate deep into the orbit and cranial cavity even through a small entry wound 4 . The resistance of the sclera and the displacement of the globe often protect the eye from perforation 5 . The degree of vision loss depends on the initial injury and the infl ammatory response incited by the foreign body and is generally not infl uenced by the surgical intervention 1 .
In our case the foreign body had entered from the medial part of the right orbit indenting the right eyeball but leaving it intact, directed posteriorly breaking bilateral ethmoidal sinus walls landing almost upto the superior orbital fi ssure of the left eye. However fortunately both the optic nerves and the eyeball were spared leading to the the good visual outcome postoperatively.
Various types of orbital foreign bodies have been mentioned in the literature like glass, steel, iron, plastic and wood to mention a few. The inorganic foreign bodies are reported more commonly from the western countries 3, 6 , whereas organic foreign bodies and mostly wood are reported from the Indian subcontinent 7, 8 . Organic foreign body may incite marked infl ammatory response due to decay and secondary infections. The risk is particularly high in cases of wooden foreign body as the porous nature of wood acts as a strong growth medium for microorganisms 9 . If the wooden foreign body is missed or some debris remains after removal of foreign body, it may lead to chronic and recurrent orbital infl ammation or orbital abscess formation which may spread intracranially forming intracranial abscess or even cavernous sinus thrombosis. They are many such case reports in literature where the initially missed wooden foreign bodies have been discovered later when they presented with complications like recurrent orbital infl ammation or sinus with purulent discharge 7, 10 . Hence organic foreign bodies require prompt surgical removal in contrast to inert metallic foreign bodies which may be left behind especially in cases of posteriorly located foreign bodies where attempts at surgical removal may be more deleterious to vision 6 .
Imaging studies in the detection of wooden foreign bodies within the orbit have had variable success 11 . Plain x-ray fi lm cannot detect wooden foreign bodies and in computed tomograms the appearance can be misdiagnosed as air especially in missed foreign bodies. Hence MRI scans may be preferred when there is a defi nite history of wooden foreign body as it is better at detecting them 12 . In our case the foreign body was visible and the CT scan helped us to visualize the size of foreign body, see the posterior extension and to rule out intracranial injury. All organic foreign bodies need to be removed promptly along with antitetanus prophylaxis and broad spectrum antibiotics covering for anaerobic organisms 6 .
CONCLUSION
Wooden intraorbital foreign bodies are one of the commonly encountered problem in our setting and prompt surgical removal in the operating room along with preoperative broad spectrum antibiotic prophylaxis can be sight saving as well as life saving.
